Even though there are many similarities in symptoms and radiological aspect between pulmonary tuberculosis (TB) and lung neoplasia, there are many differences between them like different etiologies, different consequences, and altogether different management. We present a case of a 59 years old male, heterosexual, who was HIV diagnosed in the last 16 years. He had a good immunological and virusological evolution over the time. In the last 5 months of his life he was diagnosed with pulmonary TB and he received specific treatment. After 4 months of antituberculous treatment patient became asthenic, febrile, with productive cough, and weight loss. Imagistic evolution was unfavorable. The suspicion of pulmonary neoplasm raises in the last 3 weeks of his life. Macroscopic lung examination during autopsy was suggestive rather to a pulmonary TB than a lung neoplasm, with a nodular pattern very similar with nodular TB. Histopathological examination evidenced a lung adenocarcinoma. In HIV patients a delayed or missed diagnosis of lung cancer, can lead to late treatment or wrong treatments, and finally death of patient.
Invasive Lung Adenocarcinoma Mimicking Nodular Tuberculosis in a HIV Positive Patient (Case report) Introduction
The lungs are the most commonly affected organ in patients with HIV either by infectious or by noninfectious pathology.
Lung diseases represent a major complaint in HIV infected persons. Most of the HIV-related morbidity and mortality in HIV infected persons is due to acute and chronic lung disease of infectious or non-infectious etiology. The risk of tuberculosis is far higher than for HIV-uninfected persons and also a particular susceptibility to opportunistic pathogens such as Pneumocystis and Cytomegalovirus; coinfections with other pathogens are also common.
There are a number of common causes of chronic lung disease in HIV infection, such as interstitial pneumonitis and bronchiectasis, that are known to be difficult to differentiate from TB. A rare condition that need to be differentiate from a pulmonary TB is a grossly nodular pattern of a lung adenocarcinoma.
In HIV positive patients from countries with high burden TB diseases, patients with lung cancer are often misdiagnosed as pulmonary tuberculosis, leading to delay in the correct diagnosis as well as exposure to inappropriate medication [1] .
Material and method
Retrospective study about hospitalizations and day clinic charts of an HIV positive patient. Pathological autopsy was performed, according to legal provisions. The autopsy specimens were fixed in a solution of 10% buffered formaldehyde and the sections were embedded in paraffin. Four micrometerthick sections of the lung were prepared and stained with Hematoxylin-Eosin (HE) and Ziehl-Neelsen stains.
Ethic committee agreement from the Clinical Infectious Diseases Hospital Constanta was obtained in order to publish patient data and accompanying images in scientific point of view.
Case presentation
We present a case of a 59 years old male, heterosexual, who was HIV diagnosed 16 years ago. He used to be a smoker (over 10 cigarettes/day) for a period of 35 years. He was a compliant patient for HIV treatment point of view, and over the years presented just a few combined antiretroviral treatment (cART) according with therapeutic possibility of each moment, and with side effects to cART (Table I) . Good compliance to cART is demonstrated by a favorable immunological and virusological evolution, as it is illustrated in figure no. 1. In the last five months of his life was diagnosed with pulmonary TB and he received specific treatment. After 4 months of antituberculous treatment patient became asthenic, febrile, with productive cough, and weight lost. Since Chest X-ray evolution was unfavorable, we considered necessary to perform a pulmonary CT. CT scan performed in context of worsening clinical evolution rises suspicion of pulmonary neoplasm with three weeks anterior his death ( Figure 2 ). A pathological autopsy was performed. Macroscopic lung examination was very confusing between pulmonary TB and lung neoplasia, with a nodular pattern very similar with nodular TB as we can see in figure no. 3 A and 3 B. It were noticed a right pulmonary atelectasis, bilateral massive pleurisy and hilar adenopathy but no macronodular tumoral mass nor metastases grossly visible in other organs were evidenced.
Therefore macroscopical autopsy diagnosis pleaded in the first place for nodular tuberculosis.
Histopathological examination evidenced instead an invasive lung adenocarcinoma with lepidic and micropapillary growth pattern shown in figures no. 4A and 4B. Lepidic features showed a proliferation of neoplastic cells along preexisting alveolar structures as we can see in figure no.5. The micropapillary pattern was highlighted as neoplastic cells growing in papillary tufts lacking fibrovascular cores, aspects illustrated in figure no. 6. Pulmonary hilum lymph nodes evidenced adenocarcinomatous metastases. Malignant cells were observed also on pleural effusions cytology slides.
Ziehl-Neelsen stains evidenced no acid fast bacilli on lung slides or on pleural effusions cytology. 
Discussion
In Constanta County, according with the study of Chirila S. et al., the incidence of bronchopulmonary cancers, in general population, between years 2007 and 2010 registered an increasing trend with highest value of 5.73 new cases at 10 000 inhabitants in year 2010 [2] .
Lung cancer is the most common cancer among the non AIDS-defining malignancies in the cART era [3, 4, 5] . Development of lung cancer in patients with HIV has been linked to various factors including immunosuppression, CD4 count, viral load, and smoking [4, 5] . HIV infected patients with lung cancer have a more aggressive presentation and a poorer prognosis compared with the general population. Within the HIV population, the incidence of lung cancer is estimated to be approximately 2 to 7 times more than in the general population, fact that can be explained by the high proportion of smokers among HIV-infected persons.
On the other hand pulmonary tuberculosis is one of the most common opportunistic infections in HIV infected persons nonadherent to cART or with late diagnosis of HIV [1, 6] .
Engels hypothesized that HIV-associated inflammation in the lungs might predispose to smoking-related lung damage [7] . According to Kirk and Shebl, lung cancer in HIV-infected persons has been associated with a history of AIDS-related pulmonary diseases, which are themselves related to immunodeficiency [8, 9] .
Often these patients presented first time to a physician with advanced disease (stage III or IV) at a younger age and have an inferior overall survival, when compared with non-HIV patients [4, 5] .
According with study performed by Spano et al the prognosis of lung cancer in HIV positive patients is poor because of their initial extensive disease and a poor response to therapy; the same authors considered that lung cancer is not associated with severe immunodeficiency [10] . In our case, even patients was not too young -almost 60 years oldhe was diagnosed with extensive disease in context of preserved immunity (CD4 count at the moment of diagnosis was high, around 1000 cells/mmc).
In February 2011, Travis et al. reported, on behalf of multiple multidisciplinary agencies, a revised classification of lung carcinoma, recognizing new subtypes like lepidic and micropapillary (MPP) [11, 12] .
The micropapillary pattern in lung adenocarcinoma, characterized by papillary structures with epithelial tufts lacking a central fibrovascular core, has been reported to be a new pathological marker of poor prognosis [13] .
According with Yoshizawa et al., regarding classification of lung adenocarcinoma, lepidic, acinar and papillary adenocarcinomas had an intermediate clinical behavior, with 83 -90% survival at 5-year, without specific symptoms [12] . It is obvious that evolution of the disease in our case was with at least few years ago, but in context of immunodepression wasn't recognised in due time.
Conclusions
In this case report, we would like to emphasize that difficulties may be encountered in the differential diagnosis due to the similar symptoms such as asthenia, productive cough and weight loss and risk factors (immunosuppression, smoking) both in tuberculosis and lung carcinoma.
The radiological appearance and grossly aspect may be sometimes confusing in pulmonary TB and lung adenocarcinoma. In such cases, in which differential diagnosis is difficult, a histopathological examination may help in establishing final diagnosis.
In HIV patients a delayed or missed diagnosis of lung cancer, in a TB endemic area, can lead to late or wrong treatments, with unfavorable clinical outcome and in some situations leading to death of patient.
